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Abstract 
 Persistent pain affects 50% to 75% of adults of the age of 65 and it is often underreported 
and undertreated in primary care. This manuscript discusses how nurse practitioners and other 
primary care providers can manage persistent pain in older adults utilizing nonpharmacological 
methods in addition to standard pharmacological treatments.  
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 Introduction 
In the United States, the population over the age of 65 increased to 49.2 million in 2016.1 
This number is projected to be 83.7 million by 2050.2 This means that primary care providers 
will be caring for more older patients and need to be able to address the specific biopsychosocial 
needs of this population. One important issue for the older adult is pain. There are an estimated 
50% to 75% of adults over the age of 65 who suffer from persistent pain.3,4 Women in this age 
group have a higher prevalence of pain than men.5 Older adults often have pain in multiple sites6 
which can make assessment more challenging. Furthermore, there is evidence to suggest that due 
to multiple other health concerns, patients may underreport their pain when they are visiting their 
provider.5,7 In one study, despite chronic pain being a priority for older adults, providers spent 
less than three minutes discussing it with their patients in a primary care setting.8 
Persistent pain in older adults can affect other aspects of their health and lives. It can lead 
to sleep issues, risk for depression, and a decline in physical activity.7,9 Patients may have pain-
related fear of exercising which is strongly associated with disability.10 This can also be 
complicated by the fact that less physical activity can lead to obesity or weight gain which can 
contribute to even more pain.7 Furthermore, there is an increased risk for adverse effects from 
the medications that they may be taking for their pain due to changes that occur as people age.5 
All of these factors are especially important with older adults as many of the effects of pain in 
elders are also the same risks that are identified for falls.11 Since falls are the leading cause of 
injury and injury-related death,12 it is essential that nurse practitioners are able to successfully 
assess for pain and provide adequate pain management.  
Assessment 
 Nurse practitioners should assess for pain in every geriatric patient visit and should 
conduct a comprehensive pain assessment during the initial encounter. Older adults often 
underreport their pain due in part to stoicism, where they believe that pain is just a normal part of 
aging and do not want to be viewed as complaining.5,13,14 It can also be underreported in part 
from providers not empathically asking about the pain or focusing on other health issues that are 
of higher priority.15  
 Providers can open the conversation asking about the presence of pain and assess severity 
and quality of pain. There are many validated screening tools for assessing pain. The most 
commonly used pain assessment tool is the numerical rating scale or verbal description scale 
where the patient either rates their scale from 0-10 or uses descriptive words such as mild, 
moderate, severe, etc.14 There are more comprehensive standardized pain assessment tools such 
as the brief pain inventory, geriatric pain measure, and pain disability index.16 The advantage of 
these validated tools are they not only assess for pain quality but also pain-related interference or 
disability which is important to assess in older adults.17–19 Any persistent pain that interferes with 
activities of daily living (ADL), social functioning, and/or sleep should be assessed and treated. 
If a patient has moderate to severe dementia and is unable to utilize those tools, there are several 
observational nonverbal tools that can be used to identify pain. Providers can also get a history 
from caregivers.13  
 A physical exam should follow the history and should focus on the areas of reported pain 
as well as any areas that pain may be referred to. Special attention should be given to the 
musculoskeletal system and nervous system and a thorough functional assessment.13 For patients 
with persistent pain, the same quantitative pain measures should be used at all follow up visits 
and there should be careful monitoring of any changes in pain between visits.13 
 It is also important to assess the patient’s attitudes and goals related to pain management 
and to set realistic expectations. There is not always a “cure” for persistent pain but 
improvements can be made in pain severity, frequency, and limitations on functioning. This 
should be discussed with patients to prevent unrealistic expectations. The most successful 
treatment of persistent pain in older adults is related to adequate patient education about the 
different aspects of pain, treatment options, and self-care strategies.20  
Special considerations for older adults 
 There are certain considerations that need to be taken into account when assessing and 
treating adults over 65 years old compared to those under 65. There are physiological differences 
that need to be considered, especially when considering different treatment methods. Older 
adults have altered drug absorption and decreased renal excretion.21 They also may be presenting 
with multimorbidity and polypharmacy,21 so it is imperative that providers review all treatments 
that patients are taking and start with lower doses of analgesics to prevent harm to the patient. 
Other important aspects to consider with older adults is that there may be a change in sensitivity 
to pain by older adults.7  
 Another difference is that older adults may feel that pain and disability are to be expected 
with age. They may also compare themselves to other peers and think that their own pain is not 
as disabling comparatively and so would not report pain. Older adults tend to have smaller social 
networks which means they have less support to rely on for help with ADLs. Furthermore, older 
adults tend to be more reluctant to take medications for pain.7 
Standard Treatment 
 The most common treatment for pain in older adults is pharmacotherapy.13 Pain that is 
mild to moderate is usually treated with acetaminophen or non-steroidal anti-inflammatory drugs 
(NSAIDs).13 Acetaminophen can be given around the clock for patients without renal or liver 
issues and can be effective in managing pain with few side effects.5 Oral NSAIDs are usually a 
second choice for managing mild to moderate pain and can be given in addition to 
acetaminophen if the latter is not effective on its own.13 However, it is not recommended to use 
NSAIDs for long periods of time due to risk of cardiovascular, renal, and gastrointestinal adverse 
effects.16  
 Pain that is moderate to severe is usually treated with opioids and have been shown to be 
effective in the short-term but there is not much data regarding long term use in older adults.5 
Opioids are usually considered when other treatments are unsuccessful but the side effects of 
nausea, constipation, and sedation can limit their use and must be carefully monitored.16 
Additionally, the Centers for Disease Control and Prevention created new opioid prescribing 
guidelines for primary care providers and discuss the use of opioids for older adults. The 
guidelines warn providers to increase monitoring of this population when taking opioids due to 
an increased likelihood for accumulation of opioids and an increased risk that other medications 
may interact with the opioids.22 Other pharmacotherapies for persistent pain in older adults 
include tricyclic antidepressants and anticonvulsants but these also need careful monitoring due 
to increased risk for adverse effects in this population.   
Effective nonpharmacologic pain management strategies in primary care 
 The recommendation for effective treatment of persistent pain in older adults is utilizing 
a multi-modal approach that incorporates not only pharmacotherapy but nonpharmacological 
interventions as well.13,16,22 Despite these recommendations, the treatment of pain in primary care 
is often limited to pharmacologic treatment only, due to lack of training, education, support and 
resources.23 There are many different types of nonpharmacological interventions for chronic pain 
management that cover a wide range of therapies. These therapies generally fall into the 
categories of mind-body therapies, movement therapies, and physically oriented therapies.24 
There have been an increasing number of studies evaluating the effectiveness of these 
complementary therapies but there are still not many involving older adults.  
Cognitive behavioral therapy (CBT) and other behavioral therapies have been shown to 
increase patients’ control over pain and has been shown to be helpful in older adults as well. One 
study revealed that older adults who received CBT therapy and some exercises found significant 
improvements in pain distress, disability, and mood compared to those who received only 
exercise or wait-list control.25 Even though CBT is generally provided by a trained practitioner, 
other behavioral techniques can be taught to patients by nurse practitioners in primary care. 
Nurse practitioners who taught patients about pain coping skills in doctors’ offices for patients 
with osteoarthritis found improvements in pain functioning, psychological distress, and reduced 
use of pain medication.26 These mind-body therapies involve relaxation and breathing 
techniques, mindfulness, and meditation. Many of these techniques are fairly simple to teach to 
patients and behavioral therapies are revealing some effectiveness in chronic pain management 
in older adults.27 These strategies can be helpful for patients as it gives them the tools to self-
manage their pain and have greater control over their lives. A meta-analysis of 12 studies found 
that cognitive and behavioral therapies show effectiveness of pain experience for older adults.27  
Another intervention that is helpful for older adults with persistent pain is exercise. This 
is an intervention that is often underutilized due to lack of knowledge on the part of the provider 
and fear of injury for the patient.28 However, prescribing tailored exercise in primary care to 
older adults has shown to increase levels of activity.29 This helps to improve physical functioning 
that is usually affected by persistent pain. Utilizing physical therapists or community resources 
such as Tai Chi and yoga classes that are low cost and easily accessible can be a helpful way to 
encourage physical activity and have been shown to modestly improve function and decrease 
pain interference without exacerbating pain symptoms.30 
Other practices such as acupuncture or chiropractic interventions have also shown some 
moderate effect on persistent pain.31 However, these rely on referrals to other providers that may 
not be feasible for patients due to transportation or costs. It is helpful for primary care providers 
to establish connections with other providers and resources in the community that can be used as 
referrals. In primary care settings with multidisciplinary teams, offering these 
nonpharmacological methods should always be utilized when treating older patients with chronic 
pain.  
Recommendations 
With the current CDC guidelines encouraging use of non-pharmacological pain treatment 
interventions, a recent study was published identifying the barriers and facilitators towards 
utilizing these options.32 Along with cost and transportation, one of the barriers identified by 
patients and providers was lack of knowledge regarding efficacy of nonpharmacological 
treatment options.32 Brief educational interventions for both providers and patients may help to 
reduce barriers to pain management.33 
Providers also felt that it was difficult to introduce nonpharmacological treatments once 
patients were started on opioid therapies and patients did not feel that nonpharmacological 
therapies were as  effective.32 However, another study took patients on chronic opioids and put 
some into group visits that incorporated complementary therapies such as relaxation, 
mindfulness, yoga, tai chi, and behavior therapy. Though patients initially resisted the idea that 
other therapies would help their pain, the ones who completed the group sessions stopped 
increasing opioid use and even started decreasing their use.34  
The most effective way to promote a multimodal approach to chronic pain management 
in older adults is a combination of educational sessions for both primary care providers and their 
patients regarding the multi-dimensional aspects of pain and how nonpharmacological therapies 
can be used effectively to manage persistent pain. It is important to empower nurse practitioners 
in primary care with the knowledge of the efficacy of some of these treatments and which 
methods can be incorporated into primary care practice where there may not be a full 
interdisciplinary team. Further research still needs to be conducted on effectively managing 
chronic pain in the elderly especially focusing on nonpharmacological therapies that are easily 
accessible for this population.  
 
  
References 
1.  US Census Bureau. The Nation’s Older Population Is Still Growing, Census Bureau 
Reports.; 2017. https://www.census.gov/newsroom/press-releases/2017/cb17-100.html. 
2.  Ortman JM, Velkoff VA, Hogan H. An Aging Nation: The Older Population in the United 
States. United States Census Bureau, Economics and Statistics Administration, US 
Department of Commerce; 2014. 
3.  Kruschinski C, Wiese B, Dierks M-L, Hummers-Pradier E, Schneider N, Junius-Walker U. 
A geriatric assessment in general practice: prevalence, location, impact and doctor-patient 
perceptions of pain. BMC Fam Pract. 2016;17:1-8. doi:10.1186/s12875-016-0409-z 
4.  Patel KV, Guralnik JM, Dansie EJ, Turk DC. Prevalence and impact of pain among older 
adults in the United States: Findings from the 2011 National Health and Aging Trends 
Study. Pain. 2013;154(12). doi:10.1016/j.pain.2013.07.029 
5.  Abdulla A, Adams N, Bone M, et al. Guidance on the management of pain in older people. 
Age Ageing. 2013;42(suppl_1):i1-i57. doi:10.1093/ageing/afs200 
6.  Thakral M, Shi L, Foust JB, et al. Pain Quality Descriptors in Community-Dwelling Older 
Adults with Nonmalignant Pain. Pain. 2016;157(12):2834-2842. 
doi:10.1097/j.pain.0000000000000719 
7.  Molton IR, Terrill AL. Overview of persistent pain in older adults. Am Psychol. 
2014;69(2):197-207. doi:10.1037/a0035794 
8.  Tai-Seale M, Bolin J, Bao X, Street R. Management of Chronic Pain among Older Patients: 
Inside Primary Care in the U.S. Eur J Pain Lond Engl. 2011;15(10):1087.e1-1087.e8. 
doi:10.1016/j.ejpain.2011.06.012 
9.  Chen Q, Hayman LL, Shmerling R, Bean JF, Leveille SG. Characteristics of Chronic Pain 
Associated with Sleep Difficulty in Older Adults: The Maintenance of Balance, 
Independent Living, Intellect, and Zest in the Elderly (MOBILIZE) Boston Study. J Am 
Geriatr Soc. 2011;59(8):1385-1392. doi:10.1111/j.1532-5415.2011.03544.x 
10.  Zale EL, Lange KL, Fields SA, Ditre JW. The Relation Between Pain-Related Fear and 
Disability: A Meta-Analysis. J Pain. 2013;14(10):1019-1030. 
doi:10.1016/j.jpain.2013.05.005 
11.  Varela-Burstein E, Miller PA. Is chronic pain a risk factor for falls among community 
dwelling elders? Top Geriatr Rehabil. 2003;19(2):145-159. http://0-
search.ebscohost.com.ignacio.usfca.edu/login.aspx?direct=true&db=ccm&AN=106686275
&site=ehost-live&scope=site. Accessed March 27, 2018. 
12.  Centers for Disease Control and Prevention. Falls are leading cause of injury and death in 
older Americans. CDC. https://www.cdc.gov/media/releases/2016/p0922-older-adult-
falls.html. Published September 22, 2016. Accessed May 4, 2018. 
13.  AGS Panel on Persistent Pain in Older Persons. The management of persistent pain in older 
persons. J Am Geriatr Soc. 2002;50(6). 
https://geriatricpain.org/sites/geriatricpain.org/files/wysiwyg_uploads/ags_panel_on_persist
ent_pain_in_older_persons.pdf. Accessed May 4, 2018. 
14.  Chapman S. Managing pain in the older person. Nurs Stand. 2010;25(11):35-39. http://0-
search.ebscohost.com.ignacio.usfca.edu/login.aspx?direct=true&db=ccm&AN=104975493
&site=ehost-live&scope=site. Accessed February 3, 2018. 
15.  Booker S “Star,” Pasero C, Herr KA. Practice recommendations for pain assessment by 
self-report with African American older adults. Geriatr Nur (Lond). 2015;36(1):67-74. 
doi:10.1016/j.gerinurse.2014.08.014 
16.  Reid MC, Eccleston C, Pillemer K. Management of chronic pain in older adults. The BMJ. 
2015;350. doi:10.1136/bmj.h532 
17.  Mendoza T, Mayne T, Rublee D, Cleeland C. Reliability and validity of a modified Brief 
Pain Inventory short form in patients with osteoarthritis. Eur J Pain. 2006;10(4):353-361. 
doi:10.1016/j.ejpain.2005.06.002 
18.  Ferrell BA, Stein WM, Beck JC. The Geriatric Pain Measure: validity, reliability and factor 
analysis. J Am Geriatr Soc. 2000;48(12):1669-1673. 
19.  Tait RC, Pollard CA, Margolis RB, Duckro PN, Krause SJ. The Pain Disability Index: 
psychometric and validity data. Arch Phys Med Rehabil. 1987;68(7):438-441. 
20.  Institute of Medicine (US) Committee on Advancing Pain Research, Care, and Education. 
Care of People with Pain. Washington (DC): National Academies Press (US); 2011. 
https://www.ncbi.nlm.nih.gov/books/NBK92517/. Accessed May 7, 2018. 
21.  Makris UE, Abrams RC, Gurland B, Reid MC. Management of Persistent Pain in the Older 
Patient A Clinical Review. JAMA. 2014;312(8):825-836. doi:10.1001/jama.2014.9405 
22.  Centers for Disease Control and Prevention. CDC Guideline for Prescribing Opioids for 
Chronic Pain — United States, 2016. MMWR Recomm Rep. 2016;65. 
doi:10.15585/mmwr.rr6501e1er 
23.  DeBar LL, Kindler L, Keefe FJ, et al. A primary care-based interdisciplinary team approach 
to the treatment of chronic pain utilizing a pragmatic clinical trials framework. Transl 
Behav Med. 2012;2(4):523-530. doi:10.1007/s13142-012-0163-2 
24.  Delgado R, York A, Lee C, et al. Assessing the Quality, Efficacy, and Effectiveness of the 
Current Evidence Base of Active Self-Care Complementary and Integrative Medicine 
Therapies for the Management of Chronic Pain: A Rapid Evidence Assessment of the 
Literature. Pain Med. 2014;15(S1):S9-S20. doi:10.1111/pme.12412 
25.  Nicholas MK, Asghari A, Blyth FM, et al. Self-management intervention for chronic pain 
in older adults: A randomised controlled trial: Pain. 2013;154(6):824-835. 
doi:10.1016/j.pain.2013.02.009 
26.  Broderick JE, Keefe FJ, Bruckenthal P, et al. Nurse practitioners can effectively deliver 
pain coping skills training to osteoarthritis patients with chronic pain: A randomized, 
controlled trial. Pain. 2014;155(9):1743-1754. doi:10.1016/j.pain.2014.05.024 
27.  Lunde L-H, Nordhus IH, Pallesen S. The effectiveness of cognitive and behavioural 
treatment of chronic pain in the elderly: a quantitative review. J Clin Psychol Med Settings. 
2009;16(3):254-262. doi:10.1007/s10880-009-9162-y 
28.  Becker WC, Dorflinger L, Edmond SN, Islam L, Heapy AA, Fraenkel L. Barriers and 
facilitators to use of nonpharmacological treatments in chronic pain. BMC Fam Pract. 
2017;18:1-8. doi:10.1186/s12875-017-0608-2 
29.  Neidrick TJ, Fick DM, Loeb SJ. Physical activity promotion in primary care targeting the 
older adult. J Am Acad Nurse Pract. 2012;24(7):405-416. doi:10.1111/j.1745-
7599.2012.00703.x 
30.  Reid MC, Papaleontiou M, Ong A, Breckman R, Wethington E, Pillemer K. Self-
Management Strategies to Reduce Pain and Improve Function among Older Adults in 
Community Settings: A Review of the Evidence. Pain Med Malden Mass. 2008;9(4):409-
424. doi:10.1111/j.1526-4637.2008.00428.x 
31.  Tan G, Craine MH, Bair MJ, et al. Efficacy of selected complementary and alternative 
medicine interventions for chronic pain. J Rehabil Res Dev. 2007;44(2):195-222. http://0-
search.ebscohost.com.ignacio.usfca.edu/login.aspx?direct=true&db=ccm&AN=105986711
&site=ehost-live&scope=site. Accessed November 12, 2015. 
32.  Becker WC, Dorflinger L, Edmond SN, Islam L, Heapy AA, Fraenkel L. Barriers and 
facilitators to use of non-pharmacological treatments in chronic pain. BMC Fam Pract. 
2017;18. doi:10.1186/s12875-017-0608-2 
33.  Gagliese L, Katz L, Gibson M, et al. A Brief Educational Intervention About Pain and 
Aging for Older Members of the Community and Health Care Workers. J Pain. 
2012;13(9):849-856. doi:10.1016/j.jpain.2012.05.009 
34.  Mehl-Madrona L, Mainguy B, Plummer J. Integration of Complementary and Alternative 
Medicine Therapies into Primary-Care Pain Management for Opiate Reduction in a Rural 
Setting. J Altern Complement Med. 2016;22(8):621-626. doi:10.1089/acm.2015.0212 
 
 
